MISSOURI DIVISION OF HEAI.TH STANDARD CERTIFICATE OF DEATH

DEFARTMENT OF PUBLIC HEALTH AND WELFA

DO NOT WRITE NDED Registration District No. ___
ON THIS STUB EltFl) 1l 1 49 198

). PLACE OF DEATH . =~ ¥ 2. USUAL RESIDENCE (Where deceased tived. If inatitution: Residence before

2. COUNTY P ET T l;S v STATE A, b. COUNTY 2L N T OA”  edmivion)

b. CITY (If outside corporate limits, give TOWNSHIFP only) Length of stay in 1b . CITY Inside Limits

own §Ed Al 14 - /7 d Bys o (Pofe CAMP Yo No D

1 (} 8 0? €. FULL NAME OF {If NQT In hospital, give lacatian) Inside Limits d, STREET (If cutside, give location) Reside on Farm
_— HOSPITAL Of ADDRESS

2 HO%O msmunonﬂgTh wel/ MosonT Al Yeu g NeDd _ v O No&y

3 3 gma OF lr:ci;:s.nsm First Middla Last a. n&re Month Day
or print
‘ e HENRYy OREN SCAMAKENQéRG | wim Jvly 14
o 5. SEX - | 4. COLOR OR RACE 7. Married [J , Never Married [] [8. DATE OF BIRTH | 9. AGE [last birthday) | IF UNDER | YEAR | IF UNDER 24 HR
[N c— M A ‘-( w4 ,'Té widowed J} - Divoreed [) -—’“"PN 79 yrs Months | Days Hours I Min.
‘?J 10a. USUAL OCCUPATION (Glve kind of work done | 10b, KIND OF BUSINESS OR INDUSTRY[ 11. BIRTHPLACE (City and stafp or country) | 12, CITIZEN OF WHAT COUNTRY

jbﬁ%;a‘n ?-w king life. even if retired) FA'XM ,”q Jmp”d.f‘”l Mo. U.:.A'

Ii:. FATHER'S NAME 13b. MOTHER'§ MAIDEN NAME 14. NAM_E OF HUSBAKD OR WIFE
Ditderich SCANAKENBERG |KAT 1£ TUNGE MAINNE SCANANEN O E£ERG
15. WAS DECEASED EVER IN U.5. ARMED FORCES? 16. SOCIAL SECURITY NO. 17. INFORMANT Addren

(Yewoéur unkncwn)l(lf yes, glve war or datas of terv ORAISC.‘”}/(L%RER(). ('d/ﬂ (’Mem"

18. CAUSE OF DEATH (Enter only ans cause per line INTERVAL BETWEEN
PART I. DEATH WAS CAUSED BY: ONSET AND DEATH

IMMEDIATE CAUSE (a) | , A -

Conditions, If anv,J OUE TO (b) c;ohl\.l'.‘:_.

which gave rlse to X
DUE TO (1) b‘-v J-‘

above cause (a)

stating the under-

PART 1. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not relared to ths Tterminal PART 1ll. if decoased was female v
disesse conditlon piven in PART 1 {a) thars a pragnancy in last 90 day:

lying cause lawr,
] 0] Yes ] O No I O Unkne
19. WAS AUTOPSY | 20s. ACCIDENT  SUICIDE HOMDICIDE 20b. DESCRIBE HOW INJURY OCCURRED. [Enfer nefure of mnjury in PART | or PART 1) of item 18.)
O o

PERFORMED?
YES{OOJ NOO

20c. TIME OF Hour Month, Day, Year
INJURY a.m.
p.m.

20d. INJURY OCCURRED 20e. PLACE OF INJURY [e.g., in or about home, | 20§, CITY, TOWN, OR LOCATION COUNTY
WHILE AT WORK [] farm, facrory, straet, office bldg,, erc.)
NOT WHILE AT WORK []

21. | sttanded the deceasad fram. -1 63 o tl=du~ b s and last saw Wm’“"' on Notv '_c._l

Death occurred ot uf " > P m on the date stated above, and to the best of my knowledge, from the causes stated.

72n, SIGNATIRE 5 j, Degree opga 225, ADDRES, [ 22c. DATE SIGNED
Yt AL ....L,G( Lol 750
" REMOVAL {Sgac/fy)

V5 300
Rev. 4/59

DATE AMENDED

7o
0O
SR04/

4
5
&
7
8

DOCUMENT

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

MEDICAL CERTIFICATION

USE BLACK INK

TYPEWRITER RIBBON
SHOULD READ

3¢, E OF CEMETERY OR CREMATORY OCATION (City, town, ar cou [S1ate}

23b.0ME [/
2-16-1963 Uy/an/c"EMérék}f N TN

24, FUNERAL/DIRECTOR ADDRESS DATE RECD. BY LOCAL REG. |26, REGISTRAR'S SIGNATURE

(34,,,./_“ F Fox Cale PAM/‘MG' 115,19¢3 ¥

A Embal.

BY AFFIDAVIT CF

ITEM NO.

on Revarw Side}




STATEMENT BY LICENSED EMBALMER

I. hereby cerfify that the body whose name is recorded on the reverse side of this certificate was embalmed by me,

or by Student Embalmer No.

working under my personel supervision

Student i { =~ 4 g /5

Signature of Student Embalmer
Licensed Embalmer No M/O
. P. ©. Address /1’ pA' Mo,

Note: The above MUST BE SIGNED BY THE LICENSED EMBAUV\ER in his OWN HANDWRITING. (Failure to comply
with Ihn above constitules grounds for revocation of license).
T ™ If‘embailmed by a STUDENT, he aiso shall sign in" his OWN handwriting.
If this body is-not ‘embalmed, fact should be so stated above.




